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We need better tools to achieve the next generation reforms essential for delivering care that 
matters most to patients, say Albert Mulley and colleagues 
Healthcare economies across the globe are in crisis. High income countries—whether 
their healthcare economies are market driven like the US or tax funded like the UK—are 
struggling with relentless demand for more services that are increasingly costly to deliver. 
Low and middle income countries are struggling to provide better and more equitable access 
to potentially lifesaving interventions while wisely allocating scarce resources across all 
sectors that affect human and social development. In rich and poor countries alike, policy 
makers, citizens, and health professionals are drawn to technology but are not learning how to 
use it most effectively or from mistakes made when its limits go unrecognised or unheeded.1 
Variation in regional rates of therapeutic and diagnostic interventions and hospital based 
care exists globally with no measurable benefit in populations receiving more services.2-5 At 
the same time effective primary healthcare and social services that can have a greater effect 
on health and wellbeing are being underused.4 6 7 The failure to deliver the right care at the 
right time in the right place contributes to the waste of as much as 40% of healthcare 
expenditures.4 8 
Recognition of this waste, which is often associated with harm to patients, has spurred 
health policy reforms across the globe. One common objective is people centred care, which 
focuses on the needs and wants of individuals and engages them in management of their own 
care, including behaviours that promote and sustain health and wellbeing. A policy forum 
held earlier this year, which included health ministers and other representatives from 
members of the Organisation for Economic Cooperation and Development and seven other 
countries, advocated a shift from “a system centred on providers to one centred on people’s 
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individual needs and preferences.” The same shift has been advocated in China and for other 
countries investing heavily in developing healthcare economies.9-11 
Reform has been successful in some settings, but nowhere has the scale of reform been 
sufficient to allay concerns about personalised care or about system sustainability. A high 
integrity health system is one dedicated to providing services that people need and want—no 
less but no more—and that puts the interests of patients and the public above those of all 
other stakeholders.12 In this analysis, we discuss how next generation reforms towards a high 
integrity health system will need to move from the “what” to the “how” of change, to reflect a 
greater understanding of the sources of resistance, and to take new approaches to 
measurement and management to guide system performance and innovation. 
Challenging assumptions 
We identified three prevailing assumptions about current healthcare provision that impede 
system change (table 1).12 
Firstly, that providing more services delivers more health and wellbeing. We know that 
healthcare in high income countries contributes relatively little to the health of populations or 
to the health and wellbeing of individuals across their life course. Educational opportunity, 
personal and social factors, behaviours, and life chances have a far more consequential role.13 
14 Health systems do not exist to promote professional services or the use of new 
technologies, drugs, and devices or to fuel unrealistic expectations on the part of patients and 
their clinicians.15 16 Such promotion leads to overuse of high risk, high cost healthcare 
services and products, while basic needs that confer greater value go unmet and the integrity 
of the health system falters. 
The second assumption is that clinical evidence alone is sufficient to determine best 
treatment and its delivery. A high integrity health system manifests respect for patients’ 
preferences and goals. This is increasingly enshrined in the health policies of governments 
but needs to be more manifest in day-to-day practice. Clinicians must engage, accurately 
inform, and support patients to understand what is realistically possible to achieve and to 
identify the trade-offs they are willing to make and the interventions they prefer.4 17 18 
This level of engagement is not easy to achieve, but without it decisions are routinely 
made in the face of avoidable ignorance on both sides of the healthcare dialogue. As a result, 
interventions are given to people who would not choose them and are withheld from those 
who would. Waste and harm can reach alarming levels when system incentives and practice 
patterns bias decisions towards more costly and risky interventions. Support for patient 
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engagement in care management and decision making has been shown to reduce avoidable 
ignorance, waste, and harm but has not been adopted at scale in any country.4 17 18 
The third assumption is that healthcare can only be delivered effectively by health 
professionals. This is true for surgery and other technical services, but medicine is a 
knowledge intensive service industry, in which the smallest replicable unit of service 
comprises the health professional or multidisciplinary team, the patient together with family 
and carers, and the bidirectional exchange of intelligence and support that is essential to 
coproduce value.4 17-20 
Medical interactions often occur at the most trying of times, when professionals are 
stressed by competing demands on their time, and patients are feeling vulnerable and afraid. 
Next generation reforms will entail new models of service delivery by teams who are aware 
of the limitations as well as the benefits of medical interventions. These teams respect the 
expertise, capacity, and ingenuity that patients and caregivers can bring to decision making 
and prioritise empathy for the patients’ circumstances, including the support that they may 
have from family, friends, and the wider community. Team members will hold themselves 
and each other accountable for understanding patients’ goals. They will share knowledge and 
support to build capabilities and personal agency for themselves and patients. Design 
principles for engagement of patients at the front lines are the foundation of a high integrity 
health system.17-20 
Design principles 
Policy makers and other system leaders must understand how design principles for next 
generation reforms should differ from those of previous efforts. Maxwell’s six “dimensions 
of healthcare quality” were used to guide reform of the NHS in 1984.21 Similarly in 2001 the 
Institute of Medicine (now the National Academy of Medicine) issued six “aims for 
improvement” to cross the “quality chasm.”22 But neither of these noted the critical 
bidirectional learning between health professionals and patients. 
Learning from populations to deliver value to individuals is the central strategic intent of 
a high integrity health system. We learn from populations about the efficiency and 
effectiveness of interventions, and we learn at the front lines about what individuals value 
most when outcome trade-offs are necessary. 
Table 2 compares and contrasts design principles for high integrity health systems with 
Maxwell’s quality dimensions and the Institute of Medicine’s improvement aims. In a high 
integrity health system people engaged in coproduction of health are the essential source of 
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learning what is valued. Successful implementation will require new measures and 
approaches to management that foster mutual accountability, from the front lines to system 
leadership, for decision making informed by what matters most to patients. 
Reform efforts in the US (box 1) and UK (box 2) provide context for considering what 
these new measures and related management tools might look like. 
Box 1: The Affordable Care Act and new care models in the US 
In 2010, the US Congress passed the Patient Protection and Affordable Care Act (ACA) to 
tackle concerns about cost and quality while expanding access to public and private health 
insurance to the tens of millions of American people who were uninsured. The legislation 
enabled new care models at the organisational level—accountable care organisations 
(ACOs)—and new care models to strengthen primary care—patient centred medical homes 
(PCMH). ACOs would be accountable for the quality and cost of care provided to patients. 
PCMHs would provide better access to care with more continuity, coordination, and patient 
engagement. Financial incentives would drive implementation of ACOs with fee-for-service 
shifting to global payments and eventually full capitation. Shared savings models would align 
interests of payers and providers; quality would be monitored with agreed measures.23 
The ACA increased the number of American people with insurance by 20 million, and 
evidence indicates that ACOs have improved quality and satisfaction and achieved cost 
savings in some settings.24 Evidence indicates that PCMHs improve patient and staff 
experiences but have not yet demonstrated an effect on clinical and economic outcomes.25 
With the change in government in 2017, the future of ACOs, PCMHs, and the ACA itself, are 
uncertain.26 
Ambitious redesign of team based frontline care models showed more promise than PCMHs. 
For example, AtlantiCare and the Camden Coalition came to national attention in 2011.27 
Both focused on people who are most vulnerable to having their needs not met in today’s 
health system: in Atlantic City, people with multiple long term conditions; in Camden, people 
whose healthcare needs were driven by social and behavioural determinants. The models 
relied on recruitment and training of clinical team members with the skills and competencies 
necessary for patient engagement28 29 
Investment in coaching and support roles for team based engagement of patients reduced 
demand for clinician time and improved staff and patient experiences.28 29 Empathy and 
listening skills are prioritised over healthcare experience. Appropriate training and decision 
support assure high levels of competence in shared decision making, personal care planning, 
and motivational interviewing, which have been shown to improve the quality of clinical 
decisions, health outcomes, and health behaviours, respectively. Deep knowledge of 
community resources that can  complement capabilities of patients and families is also 
essential for co-production. This care model borrows heavily from success in low resource 
settings where community health workers are elected or otherwise chosen for their 
commitment to building on the social capital that exists in the community.30 
 
Box 2: The Health and Social Care Act and new care models in the UK 
The UK’s Health and Social Care Act (HSCA) was passed in 2012. As a result the NHS was 
restructured and its relations to new and old statutory bodies and to the Department of Health 
were reorganised. In late 2014, as these structural changes were still being implemented, the 
strategic direction of reform was set with publication of the Five Year Forward View.31 It 
aimed for a “triple integration” of primary care with acute care, physical health with mental 
health, and healthcare with social care.31 Its priorities were engagement and empowerment of 
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patients in primary and secondary prevention, shared decision making, and personal care 
planning. A year earlier the “house of care” model was developed with engagement of 
patients in these processes as its starting point.19 The house of care model also argued that 
planning with patients for co-managing long term conditions was a form of “micro-
commissioning,” if data documenting patients’ goals and preferences could be captured, 
aggregated, and used to inform commissioning of services for populations. 
The forward view defined new care models at the organisational level including 
Multispecialty Community Providers (MCPs) and integrated Primary and Acute Care 
Systems (PACSs). MCPs and PACSs would be responsible for closing health, quality, and 
finance gaps by achieving the triple integration and improving patient and community 
engagement. Like prospective ACOs in the US, MCPs and PACSs would develop capabilities 
to assume accountability for healthcare cost and quality for defined populations and, in effect, 
for achieving a fourth integration of purchasing and provision of services not envisioned in 
the HSCA. MCPs would begin in the community, comprised of expanded primary care group 
practices. PACSs would vertically integrate hospital services with GP, mental health and 
community care services.31 
The forward view has had some early successes, including new care models with greater 
emphasis on integration of health and social care. But the NHS in England was facing 
considerable budgetary and performance pressures when the reform strategy was published, 
and those pressures have since increased. As in other countries, the transformation needed 
may seem beyond reach as fiscal crises and publicised performance failures undercut morale 
and lower the aspirations of providers, even as expectations of service users rise. In such a 
climate, new approaches to measurement and management can be the way forward with 
integrity of purpose in putting patients at the centre. 
Measuring what matters 
When motivated by concerns about cost and quality, assessment of system performance 
often relies on measures of clinical service provision, such as emergency attendance rates, 
hospital admissions, and lengths of stay. But because of failures to integrate service delivery 
across settings and people in interdependent roles, these measures offer little guidance to 
those responsible for performance improvement and even less to those responsible for 
innovation and system transformation.32 33 
Measures commonly used to assess individual clinicians include the documentation of 
processes used in the care of patients with chronic conditions, such as diabetes and 
cardiovascular or respiratory diseases. When linked to financial incentives, such measures 
have been shown to increase reported rates of clinical activity in the population but are 
thought to have marginal impact on health outcomes that matter to patients.33 
Measurement and transparent reporting can reveal variation in processes that underlie 
variation in outcomes and costs. Engaging and supporting patients to understand their needs 
and wants can increase value. But platforms designed to learn from variation, such as the 
Dartmouth Atlas in the US and the NHS Atlas in England, and decision aids designed to learn 
from individual patients and the choices they make have not been widely adopted by those 
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who provide and pay for clinical services.2 3 Even the developers of patient reported outcome 
measures rarely consult patients to learn which outcomes matter to them.10 No health system 
has succeeded in learning what patients need and want at scale. 
New measures are needed to achieve the learning necessary to deliver value. Simple 
measures embedded in frontline practice can offer realtime feedback to service staff and users 
and support accountability for sharing in decisions, care planning, and coproduction and 
coordination of care. Did patients feel that they were helped to understand their health 
problems? Were they supported to express their goals and explain what mattered most to 
them? Did clinicians feel that patients actively participated in designing a care plan that 
reflected those goals? Was the quality of decisions and care plans for groups of patients 
reviewed to assure that they were informed and that management was concordant with goals 
and preferences?34-38 Under these circumstances, care choices made by individuals can guide 
commissioning and capacity planning as envisioned in the UK “house of care” model. 
Implementating true innovation is an experiment. New types of measures or better use of 
existing ones could serve as leading indicators of success or failure.29 35-38 Measures and tools 
for teamwork and coordination of care, for balancing population health metrics to include 
what matters to patients, clinicians, and payers, for managing improvement and innovation, 
for aligning capabilities against priority activities, and for testing assumptions to assure 
expectations about the amount and timing of returns on investments in population health are 
gaining use in health systems.29 35-39 Such tools have the potential to foster deeper, more 
informed partnerships with patients, communities, and the professional service providers in 
other sectors (including education, employment, as well as social care) who contribute to 
health and wellbeing. Introduction of this approach to advance the reform goals of NHS 
England is described in box 3. 
Box 3: From what to how—implementing new care models in NHS England 
In 2016, six teams representing MCPs and PACSs came together as a Place Based Care 
Network (PBCN).31 The goal was to accelerate learning about how to implement new care 
models as building blocks for accountable care systems across England. Over six months, 
supported by the NHS England New Care Models Team and the Dartmouth Institute for 
Health Policy and Clinical Practice, the six teams performed several tasks: 
Using logic models they set priorities for learning how to better meet the needs and wants of 
priority populations, such as frail elderly people and children and adolescents with 
behavioural problems40 
They used Right Care’s Commissioning for Value Packs derived from the NHS Atlas of 
Health Care to identify opportunities for improving outcomes and costs by making 
process variation visible3 and to improve value by using shared decision making and care 
planning as a form of “micro-commissioning” to inform purchasing decisions made for 
populations19 
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They considered embedding simple patient reported measures to gauge effort made by 
clinicians to learn what matters most to them after helping them understand their health 
problems34 and care coordination to guide implementation of multidisciplinary teams and 
new care models designed for learning35 
They constructed “value compasses” to meet the needs of those accountable for quality and 
cost of care for populations while maintaining focus on what matters to patients33 36 41 
They considered the role of microsystems and related improvement science measures and 
tools to strengthen teamwork and improve safety and productivity41 
They explored the different management approaches needed for “performance improvement” 
and “innovation implementation” and the implications of trying to do both 
simultaneously29 
Using a readiness assessment tool, they aligned priorities and capabilities for accountability 
within organisations and among organisations partnering to form accountable care 
systems 
Using a systems dynamic model, they tested assumptions about health and wellbeing and 
financial returns on investments in acute care and community settings across health and 
social care39 
The PBCN pilot programme demonstrated that frontline clinicians and managers and 
purchasers of services were accepting of an integrated offering of measures and management 
tools to guide implementation of new care models. We need further evidence of acceptability 
in different contexts and of the effect of the integrated offering and its individual elements, 
even as such support programmes are refined and expanded in scope and scale. 
A way forward for The BMJ’s initiative 
To spur debate on how to foster high integrity health care, The BMJ is seeking to publish 
a series of articles that will draw attention to new collaborative approaches to improving 
health and wellbeing of populations in different contexts and cultures at a sustainable cost to 
nations’ economies. In the editorial that launched the high integrity health system initiative, 
we identified three populations that are particularly vulnerable and often marginalised: 
children and adolescents, especially those with mental and behavioural health problems; 
people of working age, especially those requiring support to get into or continue working; 
and people who need compassion and care because they are frail or dying. The series will 
start with three papers that review evidence for new coproduced services with and for these 
three populations; the first covering mental health services for children and young people.42 
We invite readers across the globe who have examples or case studies of innovative 
services aimed at improving health across the whole life course to submit papers or discuss 
outline ideas for papers with us. These should describe the initiatives and, wherever possible, 
set out new measures and methods needed to test hypotheses about their effectiveness. They 
should also discuss how to overcome political, professional, and managerial obstacles to their 
implementation. Our aim is to foster a global community, across sectors, which is committed 
to advancing health through exploring and learning from new ways of working. 
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Key messages 
Overuse of high cost acute care and underuse of effective primary care contribute to waste 
that is unsustainable 
New approaches to measurement and management are needed to implement next generation 
reforms that see people and patients as the essential source of learning in a high-integrity 
health system 
Measurement should support the strategic intent of a HIHS to learn from variation at the 
population level to co-produce value that reflects individuals’ goals and preferences 
Management should support all stakeholders to hold themselves mutually accountable for 
decision making informed by the needs and wants of individuals and populations 
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Table 1 Prevailing assumptions and how to tackle them 
Prevailing assumptions Evidence to the contrary Sources of resistance to 
change 
New care model objectives 
Higher levels of healthcare produce 
higher levels of health and wellbeing for 
people and populations 
Healthcare contributes less to health 
than social circumstances, including 
education, and behaviour 
Biases toward: biomedical v social 
science; specialism v general 
knowledge; rescue v prevention 
Integrate services around patients’ 
needs and wants, tackling determinants 
of health more broadly 
Clinical evidence alone tells us the right 
thing to do for people in need of 
healthcare 
Evidence is insufficient; patients’ 
preferences matter in decisions to 
deliver services 
Bias toward the objective and 
generalisable; neglect of context at the 
level of the individual patient 
Engage, inform, and support patients in 
identifying and acting on their needs 
and wants 
Healthcare is the delivery of services by 
professionals to people unable to 
understand or do for themselves 
Much of healthcare is exchange of 
information about achieving what is 
possible and most valued 
Bias toward expertise, capabilities, and 
agency of professionals with neglect of 
that of people 
Leverage joint assets of people and 
professionals to co-produce better 
health and wellbeing at lower cost 
Table 2 Design principles for high integrity health systems 
Maxwell’s quality 
dimensions (1984) 
Institute of Medicine’s 
aims (2001) 
Design principles for high 
integrity health systems 
(2017) 
Effectiveness for individuals: 
Is the treatment given the best 
available in a technical sense, 
according to those best equipped to 
judge? What is their evidence? 
What is the overall result of the 
treatment? 
 
Safe: 
Are patients free from accidental 
injury due to error in the form of 
failure to complete a planned 
action as intended or the use of a 
wrong plan to achieve an aim? 
Effective: 
Are services based on scientific 
knowledge provided to all who 
could benefit and not provided to 
those not likely to benefit? Is the 
best research evidence integrated 
with clinical expertise and patient 
values? Are results of care 
continuously monitored to 
improve care for all patients? 
Continuous learning from and 
with populations: 
Are variations in process and 
outcome systematically monitored 
and reviewed? Is there a means of 
rewarding transparency and respect 
for local contexts? Is there 
systematic learning from variation 
in patients’ goals and outcome 
preferences to improve decision 
quality? Is the expertise of patients, 
family, and carers reflected in 
learning collaborations? Are 
patients’ outcome priorities used to 
determine effectiveness? Is there a 
means to identity what is not 
working for patients and to stop 
ineffective practice? 
Efficiency and economy: 
Is the output maximised for a given 
input or is the input minimised for a 
given level of output? How does 
the unit cost compare with the unit 
cost elsewhere for the same 
treatment or service? 
 
Efficient: 
Are resources used to get the best 
value for the money, by avoiding 
quality waste incurred by overuse 
and avoidable errors and reducing 
administrative and production 
costs? 
Co-production by teams of what 
is valued by individuals: 
Are clinicians encouraged to work 
at the highest and best use of their 
knowledge and capabilities to co-
produce valued outcomes with the 
people they serve? Are they 
supported to ensure patients 
understand the benefits, harms, and 
uncertainties of available 
interventions, and to find out what 
matters most to patients? Is overuse 
of costly healthcare avoided while 
basic health and social care needs 
are met? Are individuals’ needs and 
wants measured and aggregated to 
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inform purchasing and system 
investment decisions? 
Access to services: 
Can people get this treatment or 
service when they need it? Are 
there any identifiable barriers to 
service—for example, distance, 
inability to pay, waiting lists, and 
waiting times—or straightforward 
breakdowns in supply? 
Timely: 
Are waits and sometimes harmful 
delays reduced for both those who 
receive and those who give care? 
Access to information, support, 
and integrated services: 
Are service users given ready 
access to consistent information and 
support to assess their need for 
services and their role in managing 
them? Are those services integrated 
around patient needs and 
coordinated by the clinical delivery 
teams? 
Equity: 
Is this patient or group of patients 
being fairly treated relative to 
others? Are there any identifiable 
failings in equity—for example, are 
some people being dealt with less 
favourably or less appropriately in 
their own eyes than others? 
Equitable: 
Does care provided not vary in 
quality at the level of the 
population or individual because 
of characteristics such as gender, 
ethnicity, geographic location, and 
socioeconomic status? 
Supporting the personal agency 
of all people served: 
Do care models support 
enhancement of motivation, 
confidence, and capabilities of all 
the people they serve —no 
exceptions—as well as those who 
serve? Do clinical teams include 
roles for people recruited for 
common lived experiences with, 
and empathy for, patients most at 
need? Are needs for health and 
social care recognised and met? 
Social acceptability: 
How humanely and considerately is 
this treatment or service delivered? 
What does the patient think of it? 
What would an observant third 
party think of it? What is the setting 
like? Are privacy and 
confidentiality safeguarded? 
Relevance to need:  
Is the overall pattern and balance of 
services the best that could be 
achieved, taking account of the 
needs and wants of the population 
as a whole? 
Patient centred: 
Is the care provided respectful of 
and responsive to the needs, 
values, and expressed preferences 
of the individual patient? Are 
services coordinated? Is 
information communicated, 
physical comfort attended to, and 
emotional support provided to 
patients, families, and friends? 
Mutual accountability among all 
stakeholders: 
Do care models tackle the 
interdependencies among people 
with health concerns, the 
professionals and staff who serve 
them, and the policy makers and 
leaders responsible for governance 
and stewardship of resources in the 
healthcare economy? Are 
appropriate metrics available for 
team members to hold themselves 
accountable in a compact based on 
shared goals and mutual respect? 
 
